Abstract Original Article
Although according to the World Health Organization (WHO) definition of palliative care, spiritual care is a major component of palliative care and patients have spiritual needs and are willing to discuss their spiritual beliefs with their physicians, the spiritual dimension of patients and the provision of spiritual care remains one of the neglected aspects. While people have little experience about the balance of the mind, body, and spirit in dealing with emotional stress, physical illness, or death, they try to maintain their faith in their values and beliefs in dealing with illnesses. Therefore, it is very important to provide patients with their spiritual needs to achieve mental health and improve the quality of life. [6] [7] [8] The health-care system needs to provide spiritual responses and pay attention to this aspect of the patients' health. This is confirmed by studies that show patients' needs in this regard. [9] When patients enter an unfamiliar environment, the care system should appoint a person for this purpose and give him/her the necessary training. Patients should be aware of the person who can help them. When a patient is involved in treatment activities, (s)he spends a lot of time thinking about the meaning of life and the experience of the disease. Physical interactions can dramatically change the patient's experiences and his/her future attitude and behavior. In every group and culture, there is a relationship with God and common sources of power that defines the purpose of the patient's life and by which the patient tolerates the sufferings of the disease. [10] Due to a clinical relationship between spirituality and its strong effects on health outcomes, it is essential for all health-care professionals on the palliative care team (doctors, nurses, clergies, therapists, and social workers) to be well educated about the spiritual concerns of patients. [5] Although Iran has been among active countries in the field of science production in the recent years, it ranks sixth in health and spirituality publications. However, there is no evidence that these studies have led to health-care programs in the health-care system. One of the reasons for not paying attention to spirituality in the field of health services is lack of training in this field. Accordingly, the entry and integration of spirituality in existing curricula has long been emphasized as a serious need. Despite the importance of this issue and the presence of related values in Iran's strategic plans, it is still neglected in practice, so there is no trace of spiritual training in Iranian medical education. The development of such training programs requires the establishment of a coherent framework that is consistent with the national and regional requirements of each country. [11] Today, many countries in the world, including the UK, Sweden, and Canada, have service packages for providing spiritual health services, but there is still no clear definition of the spiritual health service to be provided in Iran, and no curative training program has been developed for spiritual health counseling. This study was conducted to develop a joint educational program for spiritual counselors for providing evidence-based spiritual services in accordance with Iranian conditions and culture in health-care centers.
MethodS
The present study was a qualitative study with a content analysis approach. The participants were senior managers of health, medical, social, nursing, and educational departments and experts in the field of religious sciences, psychology, psychiatry, and social medicine in the Ministry of Health (MOH). In this research, a purposive sampling approach was applied using the snowball method. The participants' knowledge and experience in providing spiritual services and their interest in participating in research were used as the inclusion criteria. To design a data collection tool, an interview guideline was employed based on the results of the review of the literature as well as the conceptual framework of the study.
The data were collected using focused group discussions (FGDs) and individual in-depth interviews. Authenticity and rigor of the data were confirmed by some criteria such as credibility, dependability, conformability, and transferability. To increase credibility, triangulation, member checks and the allocation of sufficient time to data collection were used. The transcripts were reviewed again and additional comments were received from controllers. To increase transferability, appropriate samples were selected and the data were collected and analyzed simultaneously. To improve dependability, the data were analyzed by different researchers and external observers, and similar results were obtained. To increase conformability, the participants were explained about the entire research process, from the beginning to the end.
To conduct FGDs, the research team invited participants and announced the topic of the meeting, the objectives, and time and place of the group discussion sessions. Participants freely expressed their views during the sessions. A coordinator balanced the discussions, guided them, and focused on the dynamics of the group. To conduct the interviews, after making arrangements for the interviewees, an appointment was scheduled. The place of the interview was selected in such a way that the participants felt comfortable. The interviews were conducted at the predetermined time and place by the researchers. Before the interview, the purpose of the study was fully explained to the participants.
The criteria for completing FGDs and interviews were data saturation and failure to collect new data. The participants were assured about data confidentiality before the interviews were recorded. The interviews were recorded with the permission of the interviewees. The participants were assured of the confidentiality of their information. During FGDs and interviews, issues such as time control for each question, the rhythm of the discussion, and attention to nonverbal communications were considered to assist in data analysis. The recordings were transcribed as soon as possible. Finally, data were analyzed using content analysis and thematic analysis.
reSultS
The package of "spiritual education, care, and counseling services" was designed in two basic and specialized sections.
In the basic section, community-based spiritual health services are provided in three forms in the health posts, health houses, and community health service centers: 1. Teaching health-related spiritual lifestyle to the covered population, individuals at risk, and chronic patients 2. Introducing social facilities related to clients, training nongovernmental organizations, charity foundations, and volunteers 3. Collaboration of the center with organizations and institutions responsible for planning and monitoring spiritual services affecting health and creating popular social networks.
In the specialized section, spiritual health services are presented in four forms in hospitals and clinics: 1. Identifying patients requiring spiritual counseling by general physicians and specialists 2. Providing spiritual care for patients and facilitating it by nurses 3. Training the hospital staff by reference groups 4. Counseling in the spiritual counseling unit.
The spiritual health services and the required capabilities in health centers are presented in Table 1 .
This service package includes training objectives and mode and time of service delivery and evaluation. Personnel involved in spiritual services are mental health experts and general physicians in community health centers, as well as specialist physicians, nurses, and hospital managers in specialized centers. Table 2 shows the empowerment and training of the providers of spiritual health services in health centers.
dIScuSSIon
In this package, community-based spiritual health services are offered in three forms of spiritual lifestyle education, introducing social facilities, and collaborating with related organizations. Previous studies have also showed that spirituality promotes the mental health and well-being of people. [12] [13] [14] [15] As cultural variables, spirituality and religious participation affect attitudes, behaviors, and health choices (e.g., alcohol consumption, food choices, organ donation, and concepts of guilt and care), communication with providers, and health promotion. With the initiation of research on spirituality and health and codification of ethical and professional guidelines for comprehensive patient-centered care, the medical schools began integrating spirituality and health courses into their curricula. The American College of Medical Colleges (AAMCs), the WHO, and the Joint Accreditation Commission for Health Services recommend spirituality in clinical care and education. [16] Many Western medical universities have integrated spirituality into their curriculum. Religious institutions can be used as a venue for organizing health programs or can be considered active partners in health promotion programs. Religious organizations may have committees that are dedicated to health-related issues. Providers can collaborate with these organizations to help people to increase health information by sponsoring health exhibitions. [17] Most of the patients in a study by Balboni et al. reported that they were strongly supported by religious associations. [18] Spirituality should have a place in the health-care system and be part of the usual care. [19] In this package, hospital services are offered in four forms of assessment of the spiritual status and referral, spiritual care, spiritual counseling, and providing a spiritual environment in the hospital. In a study by Puchalski et al. in the United States in 2014, the capabilities and expectations of medical students included spirituality in patient care, spiritual evaluation, issues related to spiritual care of patients, and referral to religious experts. [20] One of the main goals of the AAMC for students is to learn how to take spiritual history as part of the patient's history and use it for diagnosis of the disease . [11] Physicians who are aware of spiritual health strategies as health-care facilitators can encourage patients to play a more prominent role in the overall health. Since the debate about spiritual concerns related to health issues is controversial and is not an official part of clinical education, physicians may feel that they are not prepared for such discussions with patients. [16] Deal stipulates that spiritual care requires a patient-centered approach that does not require complex interventions and can only be provided with simple interventions such as listening to the patient, praying, and not imposing beliefs on the patient to respond to spiritual needs. [21] However, a study conducted in Brazil showed that lack of time and awareness, lack of proper education, and fear of worsening the patient's problems were the main obstacles to the implementation of such programs. [22] Saad and de Medeiros suggest five stages to implement spiritual support programs: deep institutional involvement, official staff training, infrastructures, fund adjustment of organizational politics, and agreement with religious leaders. [23] This study also had limitations. Access to all stakeholders and experts was not possible. Since there may be resistances at the time of establishment, an action research method should be used in order to overcome this problem. Moreover, service providers were not included in the study; however, their viewpoints may not be relevant and precise in the design level due to their low level of knowledge about spirituality. However, later in the implementation phase, periodic evaluations can be used to attract the participation of all service providers.
concluSIon
According to the results, it is suggested that a strategic committee be established at the level of the MOH for establishment of these training courses under the title "Integration of Spiritual Care in the Health System." Since no specific structure is responsible for spiritual health promotion in the MOH and this task has been distributed among deputies and units in the MOH, a strategic committee should be responsible for evaluation, review, and service package promotion and its training courses. Furthermore, a set of skills for spiritual assessment of patients and related interventions should be designed for Clinical Skills Centers in the form of skill training packages.
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This study was financially supported by the mental health department of the Ministry of Health and Medical Education (MOHME) and School of Behavioral Sciences and Mental Health of Iran University of Medical Sciences. Can identify organizations and institutions that play a role in spiritual development in the environment surrounding the covered population and negotiate with their authorities for referring clients to these units and conclude a memorandum of understanding Can identify the social components affecting spirituality in the covered population and support it in this regard Management of spiritual health services at community health centers by general physicians Can describe the role of spiritual health in disease prevention and health promotion for the health center team Can describe the package of spiritual education, care, and counseling in the field of health and offer suggestions for its promotion Can provide short-term advice on "the role of spirituality in disease improvement" to patients who have been carefully identified Can supervise and promote the provision of spiritual health services in the center Hospital-based services Assessment of spiritual status and referral by physician
Can identify patients needing spiritual assessment Can assess the patient's spiritual condition Can provide advice on care and referral to spiritual counselor Can work with the nursing team and other counselors to improve the hospital environment in order to enhance the spiritual health of the staff and patients Spiritual care by nurse Can develop a spiritual care program for patients in the hospital Can develop and implement spiritual care program for a patient Can advocate the spiritual care of the patients in the ward and hospital and obtain the necessary permissions and resources Can provide necessary training for patient discharge in this field Can identify organizations and institutions that play a role in spiritual development in the environment surrounding the covered population and negotiate with their authorities for referring clients to these units and conclude a memorandum of understanding Spiritual counseling by spiritual counselor Can provide patient satisfaction and assure them of confidentiality of information Can perform a quick spiritual assessment of the patient Can handle the challenges of patient spirituality and set targets for counseling Can handle group spiritual counseling sessions Can provide letter of introduction for patients to use social facilities for spiritual promotion Can manage the process of spiritual counseling, including confession, clarification, education, and transformation Can recommend and teach at least five spiritual interventions to the patient, including praying, reading holy books, penitence, rituals, assistance, and voluntary services, and seeking spiritual guidance Cultivating an environment for spiritual growth in the hospital (including employees and the physical environment) Can describe spiritual health literature Can describe management systems of spiritual health services in pioneer countries Can use the review list of the establishment of the spiritual health services in the hospital Can establish and manage a spiritual health services' committee in the hospital Can assess established spiritual health services in the hospital Can provide internal and external contributions for the provision of mental health services Can choose effective counselors for the hospital according to the MOH guidelines MOH: Ministry of Health
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